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THE CARE OF PATIENTS IN THEIR HOME 
DR. BLUESTONE’S ADDRESS AT BRISTOL 


Dr. E. M. BLurstone, Director of the Montefiore Hospital, 
New York, gave an address on the care of patients in their 
homes to a meeting in July arranged by the Bristol Division 
of the B.M.A. and the Bristol Local Medical Committee. 
Professor A. V. NEALE, who was in the chair, introduced 
Dr. Bluestone as one who is regarded by his colleagues in 
the United States as a great thinker, a great leader, and a 
great persuader. Dr. Bluestone spoke extemporaneously, 
and the following is a verbatim extract from his address. 


Selectiveness of Hospitals 


“ Hospitals, like individuals, are highly selective and too 
often exclusive. If a patient is acutely sick they take him 
in and keep him for a relatively short period of time, long 
enough to relieve him of urgent signs and symptoms—about 
eight to nine days, as an average, in my country. This leads 
to what I have called the ‘dumping process "—an expression, 
you will observe, which calls a spade a spade. Yet we know 
that the patient who is the real challenge to the scientific 
physician is not so much the man who is acutely sick—in 
great pain, running a high fever, unconscious, in shock, or 
has a haemorrhage—as the one whose problem is prolonged 
and tenacious, and whose condition is hopelessly labelled 
indelibly as ‘chronic. Yet hospitals indulge in a high 
degree of selection by which the *‘ chronic’ patient is under- 
emphasized, with the obvious excuse that urgency must be 
foremost in hospital minds. 

“What can we do to nullify the existing barriers between 
the ‘acute’ and the ‘chronic, and to individualize care ? 
The first thing is to break down such barriers. Let us agree 
not to classify patients according to acuteness or chronicity 
but only in accordance with their medical needs. It is a 
mistake to use duration of illness as a criterion for admis- 
sion to hospital. The only criterion is the patient’s need 
for the highly concentrated and technical effort which a 
hospital bed represents. The acutely sick patient commands 
a positive response in any case. It is the chronically sick 
patient who is too often the victim of a negative response. 


The “ Extramural” Hospital 


“What about the patient who does not need a hospital 
bed, or has been in hospital for a longer time than he needs 
such a bed? It was here that our home care programme 
(as an extramural hospital function) originated. We can 
now spare many sick people the necessity of being trans- 
ported to a hospital and have the simple and natural exped- 
ient of keeping them in their homes—subsidizing them there, 


if necessary—so long as the medical problem can be solved 
that way. In this location, surrounded by his family, we 
actually implant in him the therapeutic thought that the 
hospital exists for him alone. We have found that it is 
better to let patients stay at home under certain favourable 
circumstances. They get well faster if they can remain at 
home and discuss with parents, brothers, and sisters the 
ordinary things that happen in the home. They have the 
feeling that they still ‘ belong,” though temporarily incapaci- 
tated. If the patient is homeless, because it is impossible 
to subsidize him there, then the substitute for his home can 
be the home of a relative or friend, a residential home for 
the aged. or a nursing-home. 


The Scope of Home Care 


* The home care programme for which I was responsible 
started with the indigent, where no question of fee arose. 
In addition to medical care, domestic service for the house- 
hold chores was included when necessary. On a comparable 
basis, home care cost less than a quarter of the cost of 
maintaining a patient inside of the hospital. When the 
family physician decides that he needs consultant help, or 
some kind of expensive laboratory service which the patient 
is unable to afford, he has the choice of treating the patient 
at home with hospital help or transferring him to the 
hospital when such help is not practicable. The hospital, 
as a community enterprise, should be brought to the sick. 
Wherever home care programmes have been established, 
they have had a wholesome influence on care of patients 
in institutions. An additional stimulus to individualization 
of care in the wards is provided by experience in the home. 

“There are other objectives of home care besides. For 
example, it provides an opportunity for continuity of service 
in which the patient can be studied scientifically without a 
break. We also have complete care in this way. Further- 
more, it is comprehensive care. It also provides a valuable 
opportunity for the family physicians and hospital specialists 
to work closely together with all the benefits to each that 
this entails. Also the medical student is drawn into the 
programme and not only sees patients in the wards but also 
in the natural environment of their homes. 


The Economics of Home Care 


“ The better the housing of the community the better the 
home care service. In New York, within almost two years 


of the successful experiment in our own hospital, which 
began in 1947, the programme of home care was started in 
the Department of Hospitals of the City of New York. 
This department controls well over 20,000 patients in 30 
hospitals. Ten per cent. of these patients are now on the 
The Commissioner of Hospitals 
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home care programme. 


| 


136 Oct. 9, 1954 


THE CARE OF PATIENTS IN THEIR HOME 


SUPPLEMENT THE 
British MEDICAL JOURNAL 


| 
recently remarked to me that, apart from any other con- 
sideration, 2,000 such patients have brought a saving of 
ore than forty million dollars for construction in hospitals, 
part from huge annual sums for their maintenance in 
ospital beds. In the United States it costs twenty thousand 
dollars to establish every bed-unit installed in a hospital. 
[Approximately 10,000 cubic feet of service space per bed.) 
hy, then, use the most expensive medical facility that we 
ave-——-namely, the modern general hospital—for the care of 
atients who do not need it and who can be taken care of 
ust as well, if not better, in their own home environment ? 

The tendency to send patients to the hospital as the first 
resort should be controlled. When a hospital is ordered for 

sick man he comes in with a secondary complication 

hich is almost as inevitable as it is universal. That com- 
lication is fear. He does not know what is going to happen 
to him. I do not say these things in criticism of the modern 
general hospital. If a patient needs a hospital bed, that is 
the best thing for him. But if he does not need it it may 
a the worst thing for him. If he must enter the hospital 
e should do for him as an individual what we are able to 
o more easily for the patient in his own home. 

“This home care programme has been spoken of as ‘a 
social worker's dream.’ It has placed in her hands a new 
resource which she can use effectively on short notice. She 
now has something to offer when a patient is ordered out 
of the greater hospital into the lesser hospital—the home— 
during ‘chronic’ illness. When the attending staff loses 
interest in the clinical condition of the patient he is often 
‘dumped’ into his home with the excuse that his bed is 
needed for an acutely sick patient. If transfer of the 
patient is due to his inability to pay his way he must be 
subsidized. Philanthropy is still doing this in our country 
and Government is doing it here. 

“IT have found that doctors, like all human beings, are 
eager for the constructive use of their time. If you give the 
doctor laboratories, if you give him an opportunity to play 
with new ideas, his tendency to lose interest is reduced. We 
do not, in fact, see as much dumping as we did. 


Team Work 


“So far as combined intra- and extra-mural programmes 
are concerned, there must be continuous hospital responsi- 
bility. The chief of service in the hospital should be chief 
of service in the home care programme. Responsibility for 
the patient must be continuous. Social workers, too, follow 
him right through. We find that it is not necessary to strip 
the wards of nurses in a time of shortage to take care of 
patients in their homes. We have a very efficient visiting 
nursing service in New York with which we contraet for 
home service, and they do a very good job of work teaching 
the family how to take care of the patient. I might say 
that the home care bed must be pictured as being inside the 
circumference of an expanded hospital. Responsibility is 
continuous and the staff is unchanged. 

“In our hospital we decided to combine the points of 
view of the social worker and of the medical man, the 
object being to superimpose one on the other until they 
appear as one. Figuratively speaking, we married off the 
physician to the social worker, in order to bring the com- 
bination into play under the circumstances in which the 
patient’s problem must be solved. The more you let your 
mind dwell on the thought of home care the more you 
will realize that it is bound to have a very deep effect on 
the management of patients as well as on the interests of 
those who take care of them—especially the family phy- 
sician. My experience with home care leads me to believe 
that, regardless of the kind of medical organization that 
prevails in the land, optimism can translate these principles 
into practice.” 


Discussion 


General discussion followed Dr. Bluestone’s address. 
A questioner asked who assessed the home conditions— 
the social worker or the physician ? 


Dr. BLUESTONE replied that a doctor is appointed to home 
care and a trained social worker is associated with him. 
They follow each patient to determine his original need, or 
continued need, for the hospital bed and to recommend 
whether he is to stay there or be sent home. When they 
make their joint decision they report to the chief of service. 
The patient who is thought to be suitable for home care 
is transferred home with the understanding that he will be 
followed up, with the help of his family physician. There 
is no limit to the duration of interest in a patient. If he 
relapses he can be returned to the hospital on a priority 
basis. Patients are looked after under home care by combin- 
ing social and medical services. This is done by regular 
members of the hospital staff who are already familiar with 
the patient and his home. The social workers are highly 
trained women. 

Dr. R. C. WoFINDEN (Deputy Medical Officer of Health, 
Bristol) spoke as one interested in the organization of health 
services in his‘city, and said he had been wondering to 
what extent Dr. Bluestone’s principles could be applied in a 
practical way in Bristol. Undoubtedly, many of the problems 
in connexion with the chronic sick are linked with the whole 
problem of our ageing population, and to apply Dr. Blue- 
stone's principles in Bristol it would be necessary to organize 
an extramural service for the aged sick. It would raise 
great difficulties, mainly administrative. Also there might 
be difficulties on the grounds of housing. In Bristol many 
houses were lost through bombing. There were many homes 
where it would be extremely difficult to give the equivalent 
of hospital care because of the environmental circumstances. 
Moreover, there were many outlying estates which would 
mean that hospital staffs would have to travel long distances. 

Nevertheless, there was an efficient home nursing service 
in this city, and 60° of the time of these nurses was spent 
on nursing the aged sick. There was also an efficient home 
help service given by 350-360 home helps, with 90°, of their 
time spent with the aged and chronic sick. These workers, 
together with health visitors for the aged sick, enabled family 
doctors to look after the patients in their own homes. The 
family doctor is regarded as being in charge of the case, 
and he called in the hospital specialist only as and when 
necessary. 

Dr. BLUESTONE said he was speaking of an organized pro- 
gramme of care which consisted of intra- and extra-mural 
segments, both completely integrated so that the very highest 
type of medical service was available to the patient as 
needed. no matter where he might be. It brought hospital 
and community together so that the best kind of service was 
available at all times and in all places. He was not critical 
of any system here. He was only trying to outline the 
principles of a certain new type of care to solve old and 
recurring problems. “Why should the hospital limit its 
facilities to the patients within its walls? They must be 
made available to patients outside.” 

A questioner asked what happened to the family doctor 
and what part he played when the hospital took charge of 
the home. 

Dr. BLUESTONE answered that we must break down the 
barrier between the inside staff physician and the outside 
unattached practitioner. The family doctor is the backbone 
of medical practice. He is the man on whom we must 
lean heavily. If he needs help in his patient's home the 
hospital must give it to him. He can be as much under the 
clinical jurisdiction of the chief of service in the hospital 
as if he were a member of the medical staff of the hospital. 
“We are giving the family doctor a new resource which he 
has never had before, and we are doing this on a highly 
organized basis. He is the key to the entire situation.” 

Dr. H. M. Gotpina asked if portable x-ray equipment and 
other hospital facilities were available outside the walls. 

Dr. BLUESTONE said that anything that could be brought 
to the patient on two feet or on wheels should be brought 
to him. 

After further questions and answers a vote of thanks to 
Dr. Bluestone was proposed by Dr. Leste HILL, seconded 
by Dr. Worinpen, and carried with acclamation. 
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OCCUPATIONAL HEALTH 


A meeting of the Occupational Health Committee was held 
on September 29 and lasted the whole day. Dr. J. A. L. 
VAUGHAN JONES was re-elected to the chairmanship, which he 
described as an increasingly onerous job. Dr. J. C. Graham 
and Dr. E. J. Rees, new members of the Committee, were 
welcomed, also Dr. I. D. Grant and Mr. Dougal Callander, 
new ex officio members. The Chairman referred to the 
retirement from the Committee of Dr. A. Meiklejohn, and 
paid a tribute to the hard work he had done over a number 
of years. They would miss him very much but hoped to 
have the advantage of his advice from time to time. 
Dr. G. E. Graves Peirce, Dr. J. Rogan, and Dr. J. S. Spickett 
were invited to continue as co-opted members. 

The Planning, Remuneration, Occupational Dermatitis, 
D.I.H./D.P.H., and Transport Medical Standards Subcom- 
mittees were reappointed, also the representatives of the 
Joint Subcommittee with the Private Practice Committee. 


W.M.A. Co-operation in Occupational Health 


Dr. J. A. PripHAM, chairman of the International Rela- 
tions Committee, attended to introduce a questionary by the 
World Medical Association, which is proposing to undertake 
a survey of the field of occupational health services on an 
international level. It was desired to know how effective 
the occupational health services were in different countries 
and where they were deficient. It was also proposed to 
invite one or more medical specialists in occupational health 
to serve as representatives on an international committee. 
Dr. Pridham said that this project was introduced about a 
year ago. He thought it important that Great Britain should 
support the scheme because he believed this country led the 
world in occupational health ; certainly it was not behind 
any other. 

The Committee gave sympathetic consideration to the pro- 
ject and decided that detailed answers to the questionary 
should be studied at the next meeting in November. 


The Future of Occupational Health Services 


A report of a meeting of the Joint B.M.A. and T.U.C. 
Committee at which the B.M.A. memorandum on the future 
of occupational health services had been considered was 
made to the Committee. One of the fundamental issues dis- 
cussed was the position of an industrial medical officer in 
connexion with the engagement or retention of a worker 
suffering from a disease or injury. The T.U.C.’s view was 
that a man should not be prevented from pursuing his 
normal occupation as the result of a report made by the 
industrial medical officer. It was admitted. however. that 
the position was different if a man by reason of his com- 
plaint was a danger to his colleagues. 

In the ensuing discussion, a number of points arose. It 
was agreed that medical standards were essential on the 
engagement of a man in certain dangerous occupations. 
Discussion ranged round the relevant importance of the 
doctor-patient relationship on the one hand, and the respon- 
sibility of the industrial medical officer and management 
in the field of safety and efficiency on the other. The 
Committee took the view that an employer had a right to 
require a man in his employment to be examined by the 
industrial medical officer, but he could not make the 
examination without the man’s consent. If such consent 
was refused, any further responsibility rested with the 
employer. If consent was given, the industrial medica! 
officer. having completed his examination, was within his 
rights in giving an opinion that the man was fit or not fit 
or should be transferred to another job, but he was not 
required to disclose clinical details. 

It was agreed to make a report to Council mainly on 
these lines. The Committee was sympathetically disposed 
to the idea of a man continuing to do his job if the risks to 
other people were negligible, even though there was some 
risk to himself, provided always that such risk was explained 


to him. All other issues were not medical issues, but were 
issues between management and worker or management and 
trade union. 


Toxic Chemicals in Agriculture 


Dr. J. J. O. Dwyer presented the report of a subcommittee 
which has been considering the question of toxic chemical 
preparations. 

The Subcommittee had been considering the potential 
dangers of poisoning as the result of a number of new 
preparations being introduced and used. The need for 
taking every possible step to see that the correct first-aid 
and medical treatment should be applied in cases of poison- 
ing was stressed, and it was agreed to discuss possible steps 
with the Association of British Insecticide Manufacturers 
and to approach the Ministry of Agriculture and Fisheries 
on the matter. 


Medical Standards for Transport Drivers 


Dr. L. G. NORMAN gave a report of an interview which he 
and other members of the Committee had had on the pre- 
vious day with representatives of the Ministry of Transport 
on medical standards for drivers of road, rail, and air trans- 
port. They had found the Ministry receptive and ready to 
give full consideration to the points they had put forward. 

Dr. G. E. GRAves PEIRCE presented a memorandum re- 
garding the administration of morphine by nurses in in- 
dustry. It was agreed to put some suggestions before the 
Council of the Association at its next meeting. 

The Committee learned from a report of the Remunera- 
tion Subcommittee that the details of the Supplementary 
Injuries Benefit Scheme for senior non-industrial staff had 
now been agreed with the National Coal Board. 


TRIBUTE TO DR. KENNETH COWAN 


The routine business of the Public Health Committee was 
pleasantly interrupted on October 1 by a sherry and 
luncheon party at the Association’s House, at which 
occasion was taken to pay a tribute to Dr. Kenneth Cowan, 
lately Chairman of the Committee and leader of the Staff 
Side of Committee * C,” positions which he has relinquished 
in view of his appointment as Chief Medical Officer to 
the Department of Health for Scotland. Dr. J. B. Tilley, 
his successor as chairman of the Committee, on behalf 
of the members of the two committees who had served 
under Dr. Cowan's chairmanship from 1951 to 1954, made 
a presentation which took the form of a silver cigarette-case 
and lighter. The President of the Association (Sir John 
McNee). the Chairman of the Representative Body (Dr. 
tan Grant), and the Treasurer (Mr. Dougal Callander) were 
present, and messages were read from the Chairman of 
Council (Dr. E. A. Gregg) and the Secretary (Dr. A. Macrae), 
who were abroad. 

Dr. Tittey said that the years of Dr. Cowan’s chairman- 
ship had been difficult ones for the public health service, 
and his advice and guidance had been all the more valu- 
able. He was a great chairman, a statesman in public 
health, and a man of many gifts, his greatest gift being his 
capacity for being Kenneth Cowan. In the chair he had 
displayed humour, kindness, and firmness ; the speaker was 
not sure which quality would be the most appreciated in his 
new post north of the Tweed. Dr. JoHN KELMAN added a 
few words, saying that although Scots considered that they 
should occupy the topmost positions, especially in their own 
Scotland, there was no doubt about the welcome to this 
newcomer from the south, and for his own part he could 
think of no one either in England or Scotland whom he 
would rather see in the chair at St. Andrew’s House. 

Dr. Cowan, in acknowledgment, said that one of the 
things he would most miss would be B.M.A. House, where 
he had made so many friendships. The chairmanship of 
the Public Health Committee involved many responsibilities, 
including the frequent study of most detailed documents. 
But it made him proud of the organization which kept up 
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the prestige of the public health service. After paying a 
general tribute to the staff he spoke in particular of the 
Committee’s secretary. “Peggy Kelynack is really the 
person who runs the whole show. I cannot describe ade- 
quately the work that she has done. Nobody, whether 
actively serving in or retired from the service, knows so 
much about it and everything connected with it as she. I 
should like to take this opportunity of paying a grateful 
tribute to her for all the work she has done.” 

As to his future work in Scotland, Dr. Cowan mentioned 
that one friend, in congratulating him, had said that he 
must expect to be “gey thrawn” at times, but he looked 
forward to his job with keen expectation. He looked back 
with much gratitude and with many happy memories. 


SCOTTISH ASSOCIATION OF EXECUTIVE 
COUNCILS 


ANNUAL CONFERENCE 


According to a report in the Scotsman, the Annual Con- 
ference of the Scottish Association of Executive Councils 
meeting in Aberdeen on September 23 rejected by an over- 
whelming majority a motion from its executive committee 
urging all executive councils to ensure that the highest 
possible standard of surgery and waiting-room accommoda- 
tion was provided by general practitioners. Dr. R. C. 
Hamilton, Kilmarnock, opposing the motion, said that no 
evidence had been taken from Scotland by the Central 
Health Services Council's Committee on General Practice. 
This was an English body and an English matter. Since 
1948 many improvements in accommodation in Scotlarfd had 
been carried out voluntarily. Dr. C. J. Swanson, Aberfeldy, 
agreed that it was entirely an English matter. He had no 
doubt that the Department of Health would follow a similar 
procedure to the Ministry of Health and ask doctors to do 
the job themselves. 

Mr. G. M. Brora in his presidential address said that the 
steadily mounting cost of prescribing was not in itself a 
proof of extravagance. No accurate survey could assess 
the value of the money spent on drugs in terms of increased 
health. The question of cost could not be dealt with 
objectively without some means of calculating the produc- 
tive time saved by recent advances in medical science. The 
treatment of pneumonia was an example. On the other 
hand, it might be that much of the money spent was for 
drugs that ultimately found their way into the kitchen 
waste. 


An article in this week's Picture Post surveys the National 
Health Service. “* The majority of patients think the service 
is good. Very few think their doctor gives less, or less careful. 
attention "’ is the verdict in general. But, it adds, “ hospital out- 
patient departments, and especially younger doctors. do not 
emerge so well. Hospital doctors generally show less social 
responsibility. Too many. patients feel that to too many cut- 
patient doctors they are not people at all, but card numbers and 
diseases. Probably most criticism to-day concerns out-patient 
treatment.” The Health Service takes about 34% of the national 
spending on goods and services. Having exploded the myth that 
the weekly insurance contribution wholly pays the cost of the 
Service, the article gives some figures: ‘*‘ When you are ill, your 
fellow citizens pay most of the cost. The 1952-3 figures, in £ 
millions, were: taxation 401, insurance fund 41, rates 21.2, 
patients’ payments 28.8. Other relevant figures are: (1953) 
tobacco 837, drink 869, pools (1952) 65, greyhound racing bets 
131, horse racing bets (estimated) 370.” In conclusion there is 
this homily : “ There is no limit to what we could spend on the 
N.H.S. But there is a limit to what we should spend. Having 
set it, let us all see that the best use is made of the money. 
And the first requisite is a realization by patients, and by all 
those who care for them, that our National Health Service can 
work effectively, humanely, and economically only if everybody 
shows restraint, common sense, charity of mind, and some com- 
munity spirit and responsibility. Is this too much to ask for 


one of the greatest experiments in burden-sharing any nation 
has undertaken ? ” 


DISCUSSION ON HOSPITALS AT LABOUR 
PARTY CONFERENCE 


The Hertfordshire Federation of Labour Parties put for- 
ward a resolution at the Labour Party Conference at Scar- 
borough on September 30 expressing doubt whether admini- 
stration by regional boards was the best method of running 
hospitals under the National Health Service, and asking the 
Executive Committee to set up a special inquiry into the 
matter. Before a decision on this was taken, the conference 
also debated a resolution from Kingston-on-Thames express- 
ing anxiety at “the growing accumulation of arrears of 
maintenance in the hospital service.” 

Moving the resolution, Councillor Mrs. E. K. Leggatt, 
Kingston-on-Thames, complained that some hospitals were 
in a dirty condition due to lack of cleaning staff, and 
nurses are getting fed up with this sort of thing. If there 
are not sufficient cleaners they have to do some of the 
dirty work, and that is not what they were trained for: 
they were trained to look after the sick. As a result they 
are leaving the Service wholesale.” 

A resolution from the Buckingham party called for an 
inquiry into the composition of the Central Health Services 
Council, regional hospital boards, and hospital management 
committees, and suggested that nominations to them should 
be allowed from political, trade union, and co-operative 
movements, and from employees of the Service. 

The Workington Labour Party moved a resolution call- 
ing for the cancellation or amendment of the order regarding 
the payment of expenses of those attending hospitals. 

Miss M. Herbison, M.P., on behalf of the National 
Executive, said that many of the points raised in the 
several resolutions had been under discussion by the party 
executive. Since the Conservative Government came into 
power more and more people with labour or trade union 
sympathies had been shouldered off the health service 
administrative bodies. The executive would accept the 
Hertfordshire resolution and the principle of the Bucking- 
ham proposal which, she urged, should be remitted to them. 
The executive also accepted the principle embodied in the 
Kingston resolution. 

She added that the executive had decided that when the 
party was returned to power there would no longer be pay- 
beds in hospitals. “We believe that jumping the queue in 
anything is wrong, but jumping the queue where sickness is 
concerned really goes against all the best instincts of decent 


people.” 


PUBLIC HEALTH COMMITTEE 


NEW CHAIRMAN 


At its meeting on Friday, October 1, the Public Health Com- 
mittee of the Association elected Dr. J. B. Tilley, medical 
officer of health of the County of Northumberland, as its 
chairman in succession to Dr. K. Cowan, who has been 
appointed chief medical officer of the Department of Health 
for Scotland. 

A report of the proceedings of this Committee will be 
published in next week’s Supplement. 


GROUP PRACTICE LOANS COMMITTEE 


Ninety applications for loans from the Group Practice Loans 
Fund have so far been received from groups of practitioners 
in England and Wales. Payment of a loan has been approved 
in principle in respect of 30 applications, the total sum 
involved being about £135,000. Of the remaining applica- 
tions, 43 have been rejected, 2 have been withdrawn, and 
15 are still under consideration by the Committee. 

Medical representatives of the Committee have visited 
over 40 groups who made application for a loan. 
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Correspondence 


Employment in the Profession 


Str,—-It has become increasingly apparent to some of us 
older members of the medical profession that there are 
several incongruities developing in the National Health Ser- 
vice. These seem to me to originate largely from the policy 
of the Ministry of Health. 1 think this shows lack of per- 
spective in planning, but some poin:s may be capable of 
improvement ; unfortunately, some seem to have gone rather 
far, and the answers to the problems created do not seem 
to be easy to plan. 

The question of overcrowding of the profession is of the 
greatest importance. It appears that many have not seen 
this coming until recently. Subsidizing medical education 
appears to be the chief cause. Forty or fifty years ago 
expense was the underlying control of entries to the profes- 
sion to a large extent. Not only was it costly, but after 
qualifying it was more difficult to earn anything during 
early hospital appointments. 

It is a good thing that able and hard-working young men 
can generally enter the profession without so much strain 
on family finance, but if many who qualify are to find it 
impossible to earn a living the result is deplorable. 

It was understood by the profession that the intention of 
the Ministry of Health was to facilitate the entry of young 
men into practice without the necessity for large capital out- 
lay. and it was understood that specialist facilities would 
be much more easily obtainable. In the first place, let us 
consider the result in the consultant branch. There are far 
too many excellent registrars applying for consultant jobs. 
At the launching of the Health Service it was widely 
published that there were not enough specialists and con- 
sultants, and that every patient who wanted the advice of 
one of these should be able to get it without cost to them- 
selves. Theoretically, this is so to-day, but there is such 
a public demand for consultant advice, often unnecessarily, 
that the out-patient clinics are overcrowded and there is at 
most hospitals a long wait to be seen by specialists in 
various departments of out-patients clinics except for urgent 
cases. The solution would seem obvious. Why not have 
more consultants and more hospital accommodation ? 

What do we find the Ministry of Health saying if ever 
a moderate increase is suggested? The answer is nearly 
always a refusal. Furthermore, hospitals are directed to 
cut their expenses considerably, but not to lessen the service 
to the public for the benefit of the patients. This appears 
to me to be absurd. Hospitals are generally not extravagant 
bodies. There appears one obvious item which has increased 
since the National Health Service came in: it is the paper 
work, including the clerical staff’ required for this. The 
staff can only be cut if the required returns of statistics, 
etc., are also cut. On the other hand, there is no doubt 
that modern medicine and surgery have originated very 
expensive drugs and equipment which are required by 
hospitals and must be paid for by someone, presumably the 
National Health. 

With reference to general practice, the public impression 
is that in many areas doctors are overworked. This is 
probably so, but why is it if there are many doctors looking 
for jobs in general practice? As I see it, the basic factor 
underlying this is the unit system of paying doctors per 
numbers on their lists. The result is that a doctor’s wish 
and duty to bring up a family on a reasonable scale makes 
it imperative for him to have as large a number on his list 
as possible. It is true there is a slight advantage in certain 
middle-sized lists at present and that there is a top limit to 
the number that can be taken on, but there is no incentive 
to good work. More patients are encouraged by pandering 
to the public demand for medicines on E.C.10 forms than 
by professional competence. Before National Health times 


a successful private practitioner could increase his fees or 


do a partially specialized practice at higher fees, but to-day 
these assets are almost extinct and severely discouraged 
officially. 

Why should an inexperienced young man be paid as much 
per capita as an experienced one? Much is being written 
about special awards for consultants. Should there not be 
some higher grade for experienced G.P.s.? Possibly this 
might be considered by the new College of General Practi- 
tioners and by the G.M.S. Committee of the B.M.A. and 
put forward in due course. 

As I see it, the Ministry propaganda is highly contra- 
dictory. Economy and progress in this branch of life are 
incompatible. Either they must frankly agree that they 
cannot afford to give the public what was promised, or they 
must agree to spend more money and obtain it from the 
public. If this policy is adopted, it will be essential to 
spend more money primarily on (1) more hospital beds, 
particularly for geriatric patients, (2) more consultants, and 
(3) increased remuneration to G.P.s and cutting down the 
limit of lists. This will make room for the registrars and 
for doctors trying to find jobs in general practice —I am, 
etc., 

Harrow. 


H. E. THORN. 


Private Beds 


Sirn,—When will the hospital services cease to be the 
plaything of political parties ? The recent resolution of the 
Executive of the Labour Party promising to abolish paying 
beds in hospitals should they be returned to power is an 
example of muddled thinking which would also abolish the 
amenity beds of the present scheme and which are so be- 
loved of the Labour Party, for even at the lower figure 
charged they are still “ paying” beds. 

Carried to a logical conclusion the arguments offered in 
support of the abolition of paying beds would mean, as it 
does in the Soviet Union, standardized suits, hats, and ties, 
equality of accommodation and food, and indeed the scaling 
down of all values, with the dubious satisfaction that misery 
is equally shared. 

Surely one of the chief incentives in life is to improve 
one’s position—to have better houses, clothes, food, and 
even a private room when one is ill and wishes to be alone. 
am, etc.. 

London, N.6. W. Lees TEMPLETON. 


Drugs for Private Patients 


Sir,—The iniquity of the present situation in which a 
private patient must pay for his drugs is so obviously unfair 
that it is impossible to understand the continuance of what 
is nothing more than a scandal, especially as the present 
Government promised to allow private patients to obtain 
drugs prescribed by their doctor, free of charge. 

I have a patient who was ordered aureomycin by a con- 
sulting physician. This was obtained through a_ local 
hospital. A few days ago I received a letter from my 
“obedient servant ... for Accountant-General, Ministry 
of Health, Savile Row, W.1,” saying he had been “ directed 
to present herewith a claim for the sum of one pound 
eighteen shillings and sevenpence in respect of the supply 
of aureomycin and to request that a remittance for this 
amount, made payable to the Ministry of Health . . . may 
be forwarded to the above address at an early date.” 

Had my patient been some indigent good-for-nothing or 
a foreigner in a general ward, not only would he have 
cost the country about £19 a week (in a teaching hospital), 
but would have had all his drugs free in addition. But, 
because my patient is a man of some standing and of real 
value to his country and happens to choose to be nursed 
at home for his illness, he is made to pay not only for 
drugs, but he is also made to pay (through taxation) for — 
other persons to receive “free” treatment and drugs. It 
is only right to point out that he has already, during the 
last seven weeks, saved the country 7 by £19 (£133) by 
preferring to stay at home for his serious illness.—I am, etc... 


Birmingham, 15. HUMPHREY FOXELL. 
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ASSOCIATION NOTICES 


SUPPLEMENT THE 
BritisH MEDICAL JOURNAL 


Association Notices 


ELECTION OF MEMBERS OF THE COUNCIL BY 
BRANCHES NOT IN GREAT BRITAIN AND 
NORTHERN IRELAND 


Notice is hereby given that nominations of candidates for 
election as members of Council by the following grouped 
Branches for the period of three years, commencing from 
the termination of the Annual Representative Meeting, 1955, 
must be forwarded in writing so as to reach the Secretary 


not later than February 3, 1955. 


Ty No. of Members 
| of Council to be 
Elected by Group 


Branches in the Republic of Ireland in i 1 
Fiji, New Zealand 1 
New South Wales, Queensland .. 1 
South Australian, Tasmanian, Victorian, Western 
Australian 1 
Assam, Baluchistan, Borneo, Ceylon, Hong Kong and 
China, Malaya, North-West Frontier, Punjab, Sind | 1 
Aden, Cyprus, Egyptian, Gibraltar, Kenya, Malta, 
Manicaland, Mashonaland, Matabeleland, Mauri- 
tius, Middle East, Northern Rhodesia, Nyasaland, 
Sierra Leone, Sudan, Tanganyika, Uganda, Zanzibar 1 
Barbados, Bermuda, British Guiana, British Honduras, 
Grenada, Jamaica, Leeward Islands, St. om St. 
Vincent, Trinidad and Tobago ae 1 


Nominations must be signed by not less than three mem- 
bers of any Branch in the Group, and must be in the 
following form, or one to the like effect : 


We, the undersigned, hereby nominate.................. of 
Lijinacawinescaceran (full name and address to be given) for 
(state the names of the 


Branches in the Group) Branch as a member of the Council of 
the Association for the three years 1955-8. 
Signatures and addresses of three nominators.............. 


A notice will be published by the Council in the Supple- 
ment to the British Medical Journal of February 12, 1955, 
as to the nominations received in respect of each Group. 

Where contests occur, voting papers containing the names 
of all duly nominated candidates will be issued from the 
Head Office, British Medical Association, Tavistock Square, 
London, W.C.1, to each member in the Group. 


By Order, 
A. MACRAE, 
Secretary. 


Diary of Central Meetings 


OcTOBER 

9 Sat. Evidence Committee on Divine Healing, 9.45 a.m. 

12 Tues. Physical Medicine Group Committee, 2 p.m. 

12 Tues. Trainee General Practitioner Subcommittee, 
G.M.S. Committee, 2 p.m. 

13. Wed. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 

14 Thurs. Central Consultants and Specialists Committee, 
12 noon. (Time changed from 10.30 a.m.) 

1S Fri. Ophthalmic Qualifications Committee, 1.45 p.m. 

1S Fri. Ophthalmic Group Committee, 2 p.m. 

20 Wed. Arbitration Machinery Committee, 2 p.m. 

20 Wed. by x Committee (at Raven Hotel, Shrewsbury), 

20 Wed. Medical Whecwes Subcommittee, Private Practice 
Committee, 3 p.m. 

21 Thurs. G.M.S. Committee, 10 a.m. 

21 Thurs Journal Committee, 2 p.m. 

22.=«*Fri. Overseas Committee, 2 p.m. 

27 Wed. Office Committee, 10 a.m. 

27. ~Wed. Remuneration Subcommittee, Occupational Health 

Committee, 10 a.m. 

29° «Fri. Joint Committee of B.M.A. and the Magistrates 

Association, 10.15 a.m. 


NOVEMBER 
y Are op of Cante p.m. 
3 Wed. Council, 10 a.m. , 


Branch and Division Meetings to be Held 


BLACKPOOL AND FyLpe Division.—At Savoy Hotel, Blackpool, 
Wednesday, October 13, 7.15 p.m., dinner; 8.30 p.m., lecture by 
Mr. J. S. Glennie: *“ Tumours of the Chest.” 

BuRTON-ON-TRENT Division.—At Bretby Golf Club, Ashby 
Road, Burton-on-Trent, Tuesday, October 12, 7.45 p.m., dinner. 
Paper by Professor H. C. McLaren: “* Menorrhagia in General 

actice. 

City Division.—At B.M.A. House, Tavistock Square, London, 
W.C., Tuesday, October 12, 8.30 p.m., meeting. Dr. G. E. 
Beaumont: ‘ Medical Diagnosis.” 

Croypon Division.—At 43, Wellesley Road, Croydon, Tues- 
day, October 12, 8.30 p.m., general meeting. Address by Dr. 
R. H. J. Fanthorpe: “ The Modern Treatment of Pulmonary 
Tuberculosis.” 

Dartrorp Division.—At West Hill Hospital, Dartford, Thurs- 
day, October 14, 7.45 p.m., clinical meeting presented by generai 
practitioners. 

Duptey Division.—At Education Offices, §t. James’ Road, 
Dudley, Tuesday. October 12, 9 p.m., annual general meeting. 

East Kent Division.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, October 14, 7.30 p.m., dinner. 
8.45 p.m., B.M.A. Lecture by Dr. Roger G. Bannister: “ Effort 
in Relation to Athletics.” Schoolmasters or sports masters are 
welcome to attend this open meeting. 

FincHL_ey Division.—At Finchley Golf Club, Tuesday, Octo- 
ber 12, 8 for 8.30 p.m., golf supper for members and their wives. 
Talk by Mr. Keith Dalby: ‘Some Aspects of Golf.” 

Hampsteap Divistion.—At New End Hospital, Hampstead, 
N.W., Wednesday, October 13, 8.30 p.m., meeting. Talk by 
Professor M. L. Rosenheim: ‘ Hypertension.” 

Henpon Drvision.—At Hendon Hall Hotel, London, N.W., 
Tuesday, October 12, 8.45 p.m., meeting. Mr. J. Gibson Moore: 
“Some Aspects of Ophthalmic Surgery,” illustrated by a film 

n “Corneal Grafting.” 

HERTFORDSHIRE BraNncH.—At Public Hall, Harpenden, Thurs- 
day, October 14, 8 for 8.30 p.m. Dinner in celebration of the 
twenty-fifth year of the Branch. Dancing from 10 p.m. to | a.m. 

KINGSTON-ON-THAMES Division.—At Kingston Hospital, Tues- 
day, October 12, 8 for 8.30 p.m., meeting. Address by Dr. J. H 
Watkin: ‘ Modern Mental Hospital Practice in Relation to 
General Practitioners.” 

LewitsHam Division.—At Grove Park Hospital, Marvels Lane, 
Lee, S.E., Sunday, October 17, 10.45 a.m., clinical meeting. 

Mip-CHEsHIRE Division.—At Altrincham General Hospital, 
Market Street, Altrincham, Sunday, October 17, 3 p.m., annual 
meeting. 

PtymMoutH Division.—At South Devon and East Cornwall 
Hospital, Devonport, Friday, October 15, 8.30 p.m., meeting. 

B.M.A. Lecture by Dr. Bernard E. Schlesinger: “ Common 
in Diagnosis.” 

RocupDaLe Division.—At Lecture Theatre, Birch Hill Hospital, 
Rochdale. Monday, October 11, 8.30 p.m., meeting. Mr. Ian M. 
Hill: ** Cardiovascular Surgery.” 

ScarBorouGH Division.—At Scarborough Hospital, Thursday, 
October 14, 8.30 p.m., meeting. Mr. Charles Beaven, Ph.C., 
F.P.S.: “ Drug Patterns and Variations.” 

SHROPSHIRE AND Mip-Wates BraNcu.—At Copthorne 
Shrewsbury, Friday, October 15, 8 p.m., meeting. Talk by Dr. 
A. W. Frankland: “ Management of Some Common Allergic 
Problems * A film will be shown. 

SoutH-East Essex Diviston.—At Southend General Hospital, 
Thursday, October 14, 8.30 p.m., meeting. Mr. G. L. W. 
Bonney: “ Internal Fixation of Fractures.” 

SrocKToN Division.—At Stockton and Thornaby Hospital, 
Monday, October 11. 8 p.m., meeting. Lecture by Professor Ian 
Murray: “ Modern Treatment of Diabetes.” 

SrratTForp Diviston.—At Queen Mary’s “wer: West Ham 
Lane, London, E., Tuesday, October 12, oo 

SUNDERLAND DIvisioN.—At Royal rmary,, Sunderland, 
Friday, October 15. 8 p.m., meeting. Address by Mr. 
Sandrey: “ Epididymitis and Acute Urinary Infections.” 

West BromMwicH AND SMETHWICK Drvision.—At Sandwell 
Hotel, West Bromwich, Thursday, October 14. 8.15 p.m.. meet- 
ing. Talk by Mr. C. H. Smith, M.P.S.: ‘ Pharmacy and the 
National Health Service.” 

West Herts Division.—At Physiotherapy Department, West 
Herts Hospital, Hemel Hempstead, Friday, October 15, 8.45 p.m., 
business meeting; 9 p.m., general meeting. B.M.A. Lecture by 
Dr. W. R. S. Doil: “ Tobacco or Diesel Fumes ? ” 

WiGcan Division.—At Lewis’ Restaurant. Wallgate, Wigan, 
Thursday, October 14, 8.15 p.m.. general meeting. 

WINCHESTER Division.—At Roya! Hotel, Winchester, 
October 16, 7 p.m., A.G.M., followed by dinner at which Mr. 
Lawrence Abel will respond to the toast of the BM.A. 

Wootwicu Division.—At St. Nicholas’ Hospital, Plumstead, 
S.E., Tuesday. October 12, 8 p.m., clinical meeting. Members of 
the Greenwich and Deptford Division will be welcome. 


The Kensington and Hammersmith Division have arranged 
to continue ward visits for general practitioners during the autumn 
term. They will be held at 2 p.m. on Wednesday afternoons 
in the medical wards in B block of the Hammersmith Hospital, 
Ducane Road, London, W. All interested are invited. 
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